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EXECUTIVE SUMMARY

The hedth datus of Azeri citizens has declined dramatically since independence from the Soviet
Union. Survey data indicate that the infant and under five mortality rates have increased to 81 and
92 per 1000 live births, respectively, the highest rates in the E&E region. The leading causes of
desth in children are acute lower respiratory infections (particularly pneumonia), diarrhea, and
neonatal conditions Manutrition is widespread with a reported 13 percent of children stunted (low
height for age) and 2.4 percent wasted (low weight for age). Anemia in women (40%) and children
(32%) is subgantid, the prevaence of iodine deficiency disorders is as high as 50-60%, and vitamin
A deficiency was found in over 80 percent of children.  Fertility is low, but only 12% of couples
use modern family planning methods, and abortion remains the mgor fertility control method.

The hedth of adults has dso suffered, and life expectancy has decreased. The leading causes of
mortality among adults in Azerbajan are cardiovascular diseases, cancers, diabetes, and injuries,
and thee are increasing. A dgnificant portion of the non-communicable disease burden is related
to sedentary life styles, obesty, and cigarette and acohol consumption.  According to the World
Hedth Organization (WHO) 2003 World Development Report, life expectancy is 65.8 years, 63 for
maes and 68.6 for femdes. The nealy ax year lower life expectancy for maes indicates serious
issues related to ther lifestyles, their burden of non-communicable diseases, and poor quality of
hedth care. These issues have an important impact on economic growth and the future productivity
of the workforce, aswell as on the increased burden of hedlth care financing.

Like many other former Soviet republics, Azerbajan retains much of the pre-independence hedth
sysem dructure and organization, but with greatly reduced funding and effectiveness of
functioning. The highly centrdized hedth care sysem is characterized by: hospitd over-capacity,
under-utilization and inefficiency; overemphass on physcian-based curative care at the expense of
prevention and promotion; lack of integrated primary hedth care services, long hospitd Says, |l
equipped and supplied hedth centers, inadequatdly trained, poorly paid and motivated hedth
professonds, and a serioudy under-financed system riddled with corruption. Annual per capita
public hedth expenditure is less than $8 USD, and private—modtly out-of-pocket—expenditures
for hedth care consume an ever-increasing proportion of household income.

The new USAID/Azerbajan leadership is in the process of developing an updated country Strategy
for 2005-2009 (within the broader Caucasus drategy) and is taking a fresh look a each sector.
With waver of the Section 907 redtrictions limiting cooperation with the Government of Azerbaijan
(GOAZ), the Misson is changing from the humanitarian assistance mode of the past decade to a
development assstance mode, for which updated dStrategic assessments are needed.  In shifting to a
development assstance mode, the Mission has dso sought to open a broader didogue with the
GOAZ, to identify areas of cooperation and participation in the srategy development, and to build
partnerships where feasible.

The hedth assessment describes the context within which further USAID initiatives will operate,
outlines a number of important problems and potentid areas of intervention in generd, andyzes a
number of specific gaps and issues identified over the course of the two week assessment, and
provides a set of recommendations to the Misson. The mgor recommendations of the assessment
are summarized below.
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Recommendations. Increased Availability of Priority Primary Health Care Services

Work a the policy levd to better define primary hedth care in Azerbajan to emphasize:
integrated provison of badc savices—especidly outpatient services, expanded preventive
savices and hedth education/promotion; and upgrading technicd and managerid skills of the
midwives, fddshers and doctors who daff the periphera village hospitds/clinics, and feldsher
and midwifery posts (DACsand FAPs) who are the closest source of care in the community.
Strengthen capacity of nationd and didrict level decisonrmakers to better utilize data for
planning, decison making, and monitoring results.

Didogue with both the Minisry of Finance (MOF) and Minigry of Hedth (MOH) to support
and encourage policy changes that dlow for more rationd budget alocations for hedth, and
especidly for primary hedth care.

Undergraduate and Pogt-graduate training in family medicine and/or integrated primary hedth
care (PHC) need to be drengthened and supported. Although there is a three-month post-
graduate course in family medicing, the curricullum needs to be reviewed and upgraded.
Additiondly, Family Medicine, as a gspecidty, should be recognized by the MOH with
development of a curriculum for the undergraduate level.

USAID has organized an MOH Advisory Group, designed to open didogue on key topics of
mutud interest. It is important that this process continue, as it permits USAID to hear the
priorities, mncerns and directions of many of the departments within the MOH. It aso creates a
forum for idea exchange between USAID and many of the leaders within the M OH.

Expand the avalability of priority hedth services by improving provider capacity: strengthening
antenatal care, skilled delivery, introducing best practices such as active management of third
dage labor (AMTSL); basic practices for care of and protection of the newborn, and in
recognizing, tregting, and referring the most common childhood killers, diarhea and acute
respiratory infections.

Recommendations. People Better Informed about PHC Services, Healthy Lifestyles and
Personal Responsibilities

There is a need for a nationd approach to hedth education/promotion/behavior change.
Currently there is no one department within the MOH respongble for hedth promotion. The
Misson should consider providing technica support and advocate for crestion of a hedth
education/promotion/behavior change unit in the minigtry.

Community-based activities should support increased family participation in ther own hedth
cae. This should include educating them on what services they should expect from PHC, as
well as activiiesmessages on promotion of hedthy lifetyles and prevention and ealy
trestment of common illnesses.

An education/communicationshedth promotion component will smilarly be very important
when the Misson devedops plans for the content of the forthcoming hedth/PHC/reform
component of its Five-Year Strategy. This technical component should address several aspects
of communicationghedth promotion linked to building awareness and achieving behavior
change. It should incdlude communications approaches directed a the family and community
levd, but dso should look a the possbility of nationd or sub-naiond public education
campagns.
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The hedth communications/promotion component of the new hedth support program will need
to be closdly coordinated with the ACQUIRE communications component. USAID should dso
seek the active participation of the M OH in planning communications activities.

Recommendations. Improved Quality of Primary Health Care Services

Upgrade cdlinicd skills of hedth care providers, especidly relaed to primary hedth care,
utilizing internationd dandards and evidence-based protocols. This can dso include retraining
and/or cross-training PHC providers (doctors, feldshers, midwives and nurses) to offer basic
savices to dl members of a family/community, including prenatd care, newborn care, family
planning, immunizations, pediatric care, fird ad, screening and referrd, follow-up care & case
management for chronic conditions (eg., hypertenson, diabetes, TB/DOTS), and patient
education.

Develop and drengthen the capacity for hedth services management. This would include using
locd data for local decison making, as wel as training and technicad assstance for management
skills and supportive supervison to reinforce practicad skills a the point of service ddivery
(competency-based).

With additiond training the role of mid-level providers (nurses, midwives and feldshers) should
alow an expanded range of clinical services and patient educetion.

Recommendation: Top Down, Bottom Up Reform

It is clear that the proposed improvements and impact in the content and sysems of ddivering
primary hedth care can only be achieved in a sustainable fashion with a wide range of sgnificant
changes in GOAZ palicies, financid sysems and dlocation mechanisms, and other hedth reforms
a the nationd leve. These issues concern not only the MOH, but often involve the criticd role of
the Minigtry of Finance, as well asthe Presdent’ s office.

Because of the criticd importance of a wide range of policy reforms, hedth system changes, and
financdng reforms in the achievement and sudanability of the results and given the Misson's
expanding didogue with the GOAZ, the team suggests that the Misson condder an additional
cross-cutting IR:

Increased achievement of policy reform milestones that support and sustain health
care and health statusimprovements.

Critical top down reformsinclude:

Increasing the proportion of the nationa budget adlocated to hedth, especidly in light of the
increasing revenues from petroleum devel opment.

Rationd dlocation of hedth budgetary resources away from the current dysfunctiond
system based on the number of hospital beds to one based on population and health needs.
This shift is particularly important for drengthening primary hedth care, which is criticd to
meking more cod-effective services avalable closer to the families and more accessble to
poorer clients.
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To further reinforce the integration and improvement of primary hedth care will require
improvement and inditutiondization of the curricllum and traning for family medicine
physcians, building on theinitiatives that have begun in alimited way.

Changes in technicd/programmatic policies related to who is authorized to provide services
and drugs; and the generd limitation of many services to hospitas and physicians that could
be more efficiently shared and decentrdized to non-medica providers, paticularly a the
periphera hedth facilities outside of digtrict or town aress.

Critical bottom-up reformsare;

Improving the technicd capacity of hedth providers a the community leve, bringing the
full range of basc primary hedth care sarvices, including prevention and promotion, close
to the families and communities The atention of the MOH needs to be directed to the
declining access to care of both urban and rural poor and people in remote aress.

Draw on the wide range of successful experiences of the INGOs and other donors in
building community involvement, knowledge and organization to better understand and teke
more responghility for ther own hedth needs, but dso in simulating advocacy and action
to make hedth services more responsve and accessble. Look & the feashility of more
ugtainable community hedth funds.

Where possible, involve experienced NGOs in the process of identifying successful models
of community involvement and actions that have potentid for long term sudtanability. The
Misson should condder including NGO partners in its plan for implementing the Primary
Hedlth Care/Hedlth Reform project.

The hedth program should begin in sdected digricts which have a demondrated interest
and effective implementation experience in some of the ongoing PHC, RH and hedth
reform programs, building on the successful experiences to demondrate the potentid to the
MOH leadership.
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HEALTH SECTOR ASSESSMENT
Introductory Note

The assessment team began its work with an initid briefing by the Baku Misson leadership to
clarify the overall objective and scope of the assessment. In both the verba guidance provided ty
the Country Coordinator and senior program officer, as well as in the written guidance provided by
the contracts officer, severd key principles and points were made.

The new Misson leadership is in the process of developing a new overdl drategy for 2005-2009
(within the broader GeorgigdAzerbajan drategy). Snce the Misson is ghifting from the
humanitarian assstance mode of the past decade to a development assistance mode, updated
drategic assessments are needed.  Severd dmilar drategic assessments in other sectors were
ongoing concurrently. The team was urged to look at the goas and program options in hedth in the
most open fashion, and not necessarily be bound by the outline of the Strategy document prepared
ealy in 2004, which is conddered generd in naiure.  The Misson team will use the hedth
assessment/program design report produced by the team as a key input into findizing the Misson
sector drategy. As a cordllary to the strategic shift, the Country Coordinator made it clear thet the
focus of the program will no longer be primarily on humanitarian assstance in the IDP/refugee belt,
and that the Azerbajan Humanitarian Assgance Program (AHAP) which funded the important
work of patner PVOSNGOs will come to its naturd conclusion. The assessment team was
scheduled to meet with most of those partners and integrate the experiences and results of those
groups. The Misson aso indicated that the expected outcome of the health assessment was not a
specific program design, but rather a series of concrete options that would be reviewed and built
into a program design and procurement to be developed early in 2005.

With the shift to a development assstance mode, the Mission has begun to open a broader didogue
with the GOAZ, to seek areas of cooperaion and participation in the strategy development, and to
build partnerships where feasble. Recently, the Misson hedth saff organized the firs meeting of
a GOAZ hedth advisory group as an initid sep in opening a collaborative didogue with the
Minigry of Hedth (MOH). The Misson leadership emphaszed the importance of looking for
mechanisms to broaden cooperation with the government, and the assessment team schedule
induded a variety of medtings with key individuds in the centrd MOH and the didricts. The
Country Coordinator, in both his comments to the team and in written guidance issued by him and
the Misson contracts officer, emphaszed ther intent to make the procurement of program
implementing agenciesmechanisms an open, competitive process to the greatest extent possible.
As an initid step, the Misson will make the assessment team report avalable on the internet.  This
would provide equa access to any potentidly interested paty when the procurement process
begins.

Purpose and M ethodology of Health Sector Assessment

With a waiver of the Section 907 restrictions on working directly with the Azeri government, and in
the context of growing hedth needs and development opportunities in a post-humanitarian sdtting,
USAID/Azerbajan requested a team to assess the current Studtion in primary hedth care to identify
outstanding gaps and potentid aress of program intervention.  This team of Sx (which included two
loca consultant-facilitators) was tasked with providing:

PHC Assessment, USAID Azerbaijan, January 2005 8



A synthesis overview of the hedth sector in Azerbaijan,

Options for strategy and activities, and

Ideas and recommendations for future programmatic direction to enable the misson to
refine anew five-year strategy.

wNEe

Guiding the assessment team were severd themes specified by the Mission:

1. Wha ae the man aeas of child and materna hedth on which future programs should
focus?

2. Wha ae the sdected primary hedth care issues that need to be included in the next five-
year hedth program in addition to child and maernd hedth, given parameters outlined in
the 2005-2009 Strategy?

3. Wha ae the “lessons learned” and “best practices’ that should be built upon and carried
forth into the future hedth programming, and how might this be done?

The team divided in two groups, to facilitate greater geographic coverage for fidd vidts to partner
stes and meetings with both public sector and non-government personnd. In depth discussons with
dekeholders a dl levels including Azerbajan Humanitarian Assstance Program (AHAP) partners,
Minigry of Hedth personnd, private citizens, and medical professonas provided the bass for an
understanding of the current physical and socio-palitical environment within which the Misson will
be required to operate and make appropriate programming decisons. The assessment included a
desk review and interviews in Washington D.C., dong with data collection, in depth interviews,
field vigits, and team discussonsin country.

Country Description and Context

Azerbajan - a nation with a Turkic and mgority-Mudim population - gained its independence after
the breskup of the Soviet Union in 1991. Despite a 1994 cease-fire, Azerbajan has yet to resolve its
conflict with Armenia over the Nagorno-Karabakh enclave. Azerbajan lost roughly 20% of its
territory and now must support dmost 900,000 refugees and interndly displaced persons (IDP) as a
result of the conflict. Population estimates range around 8 million, with 55% living in urban centers
(with an edimated 600,000 to one million living/working aoroad). Ethnic groups incdude Azeri
(83%), Russan (6%), Armenian (6%), and 5% comprised of groups including Georgians, Avars,
Tartars, Lezginians, and Tdish.

Azerbaijan was the birthplace of ail production and oil remains the backbone of the economy.
Economic growth over the last decade has been marked by only a modest impact on poverty
reduction.  GDP per capita has been fdling each year since independence. Industria output has
declined by 69% since 1991, and agriculturd production has declined by 47%. Over 50% of the
population is poor, and poverty is found in al regions. Norrincome indicators of poverty, including
education levels, hedth care, and basic services appear to have deteriorated, particularly in rurd
areas. The current edimate of per capita public spending on hedth is $7-8 dollars. Rurd hedth
care expenditures have dropped even more subgtantidly. Less than 1% of GDP is spent on public
sector health care services, as opposed to over B of GDP in the late 1980's. Although the GDP
per capita is only $742, much of the burden of hedth care costs increasingly fdls upon the family,
as aresult of the decline in basic services and government funding.
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The hedth datus of Azeni citizens has worsened dramaticaly since independence.  According to the
2001 USAID/CDC Reproductive Hedth Survey (RHS), the infant and under five mortdity rates are
81 and 92 per 1000 live births, respectivedly. These figures are consstent with the UNICEF
Multiple Indicator Cluster Survey (MICS). These rates are the highest in the E&E region, and are
comparable to many countries in South Asa and sub-Saharan Africa The leading @uses of death
in children are acute lower respiratory infections (particularly pneumonia), diarrhea, and neonata
conditions.  According to the RHS, manutrition is widespread, with a reported 13 percent of
children stunted (low height for age) and 2.8 percent wasted (low weight for age). The prevdence
of iodine deficiency disorders is high a 50 to 60 percent, and vitamin A deficiency was found in
over 80 percent of children; 76 percent of the population has access to clean and safe drinking
water. Although fertility is a or below replacement levd (2.1), maernd mortdity has increased to
an edimated 79 (per 100,000 live births (UNICEF 2000).  Azerbajan has one of the highest
abortion rates among the former Soviet republics (3.2 per woman).

As a result of the war with Armenia, there are about 900,000 refugees, including 650,000 interndly
displaced people (IDP) from Nagorno-Karabakh, and 250,000 refugees from Armenia —
representing 11% of the population. Highly visble components of the populaion living in poverty
ae the interndly displaced persons and refugees. Azerbajan has one of the largest per capita
displaced person burdens in the world, primarily resulting from this conflict. Sightly more than
half, 54 percent, of IDPs live in urban areas and 46% are in rurad aress. The mgority of the IDPs
have settled into main society, but many poor refugee settlements and camps il exigt.

The leading causes of mortdity among adults in Azerbajan are cardiovascular diseases, cancers,
diabetes, and injuries. A dgnificat portion of the nortcommunicable disease burden is rdated to
sedentary life styles, obedty, and cigarette and acohol consumption. According to the WHO 2003
World Development Report, life expectancy is 65.8 years, 63 for maes and 68.6 for femaes. The
nearly sx year lower life expectancy for mades indicates serious issues related to men's lifestyles,
their burden of non-communicable diseases, and poor qudity of hedth care. These issues have an
important impact on economic growth and the future productivity of the workforcee Among men,
the incidence of cancer is highest for trached, bronchid, lung, and somach cancers.  Among
women, the incidence is highest for breast, cervicd, and uterine cancers.

The National Health Care System of Azerbaijan

Like other countries of the former Soviet Union (FSU), Azerbajan inherited a centrdized hedth
care sysem tha was focused on curative care, hospitals, and the role of specidized doctors. This
hedth network is characterized by a highly centrdized, hierarchicd, adminigratively organized,
top-down decisorrmaking process.  Under the Soviet model, health care was organized into a tiered
sysem, with nationd level specidist hospitds and dlinics, then to regiond specidized hospitds and
cinics, then digrict and dty hospitds and polyclinics, and findly down to the rurd ambulatory
clinics (DACs = doctor ambulatory dlinic) and its village hedth sations (FAPs = feldsher accusher
punct=nursemidwife hedth post). This very hierarcchicd sysem of hedth care utilizes verticd
programs, each meant to address a specific hedth problem or segment of the population (eg.,
women, children, etc.). Thus there are separate polyclinics, hospitas, staffs and adminidrations for
cardiology, oncology, gynecology, pediatrics, infectious disease, TB, veneredogy (skin and STI),
etc. These rurd FAPs sarve as the firg (primary) leve of care for rurd residents. This expanded
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system of hospitals and daffing has proven to be inefficient and largely underutilized, with ss than
25% hospita occupancy. Ten years after ndependence, the hedth system dructure remans largely

unchanged.

While centrdized tetiay hospitds are well mantaned, and the semi-urban hospitds and
polyclinics maintained to a lesser degree, the rurd DACs and FAPs are often poorly equipped, not
maintained, and lack basc supplies, leaving primary hedth care (PHC) services very limited or
non-exigent in these remote facilities. Patients who seek to utilize these sarvices are most often
referred to the outpatient polyclinics and hospitds in the larger centers or cities.  As a redult,
patients often bypass the peripherd primary care levdl and go directly to the more specidized
polyclinics and hospitdls. Hedth education and promotion in communities is limited, with little
emphasson individud responghility for hedth.

The hedth sector is often cited as one of the most corrupt sectors, and acceptance of “under-the-
table’ payments by patients to low-paid doctors and nurses is widdly tolerated by the public. Other
types of corruption include fraud in the procurement of pharmaceuticas, equipment and supplies,
nepotism; and bribe-teking in daffing practices. Further, many paients voluntarily offer an
additiond gratuity when they fed satidfied with their hedth services, which complicaies the
diginction of additiond fees Hedth sector corruption impedes trandtion by reducing equitable
access to hedth care, digorting efforts to more efficiently alocate hedth resources and eroding
public confidence in the hedlth system

Health System Reforms

As many countries in the former Soviet Union have begun to undertake hedth reforms they have
looked a the following issues 1) the roles of date and market in hedth care, 2) movement from a
very centrdized sysem towards some decentrdization, and perhgps even some privatization; 3)
patient empowerment, rights and choice; 4) the evolving role of public hedth; 5) how to ded with
resource scarcity; and 6) improving efficiency and qudity service ddivery deding with issues of
hedth care management, daffing and improving or deveoping human resources, restructuring
hospitals, and renewing the role of primary hedth care (PHC). A number of Azerbajan's neighbors
in both the Caucasus and Central Asa have begun significant hedlth reform activities.

Although 15 laws have been passed on hedth reform, the MOH itsdf has been dow to build
commitment to change, but is now working on aconcrete strategic plan to address hedth priorities.
A reduced hedth budget over recent years dso has contributed to the decrease in hedth care
capacity and qudity of services. Per capita hedth expenditure is $8.00, exactly the same levd as
Afghanigan, Burkina Faso, Centrd African Republicc and others. Out-of-pocket hedth
expenditures of households are estimated to have increased by approximately 25 percent in 2002
from the previous year (World Bank 2002). Private hedth insurance is limited; a public insurance
drategy is under development with World Bank (WB) technicd support.

Azerbajan has initisted some hedth reforms, most of which have been donor supported; but in
generd, the Soviet dyle hedth care sysem is 4ill intact. There are a number of examples of hedth
care reforms in Azerbaijan  UNFPA-funded formation of the Nationd Reproductive Hedth Office,
dong with a network of 27 Reproductive HeathFamily Planning Centers located throughout the
country. UNICEF, under a World Bank loan, helped the GOAZ edtablish Primary Hedth Care
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Centers in five didricts amed a improving matend and child hedth (MCH) outpatient and
hospital services, incorporating standard protocols based on best practices found esewhere. Various
international  nongovernmental  organizetions (INGOs) have dso initisted primary hedth care
reforms in sdected communities and developed new gpproaches to community participation.  In
addition, the Government of Azerbajan has laws that support other specific hedth reforms,
including privatization of hedth care sarvices and the creation of a naiond hedth insurance fund

under the Socia Security Agency.

Figure1: Azerbaijan Hedlth Care System Diagram:*
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Primary Health Carein the Azerbaijan Context

The meaning of primary hedth care in Azerbajan is largely based on the Soviet modd which is
highly curative, heavily hospitd-oriented and vertically segregates most of the primary care
specidties, such as pediatrics, obgetrics/gynecology, internd medicine, etc., and which may often
be located in separate sdtings rather than in single integrated settings.  The vertical nature of hedth
care is reinforced by medicd education, with physcians trained in genera medicine firg (for 3
years) followed by specidity training for a subsequent 3-4 years of specialization.

! Health Care Systemsin Transition, Azerbaijan, June 2004
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During the fidd trip to the regions the USAID hedth assessment team vidted Centra Didrict
Hospitds (CHD), village hospitds, didtrict polydinics, doctor ambulatory clinics (DACs), feldsher/
accusher points (FAPs), specialized dispensaries and women's consultation centers in 13 regions of
Azerbaijan and interviewed hedth care managers, practitioners and clients. At vigts to district and
village facilities in a dozen didricts, assessment team members noted a marked low occupancy leve
in virtudly al of the hospitds visted—and other observers note nationd levels on the average
beow 20%. Given the continued rigid MOF dlocation of funding based primaily on numbers of
beds and daff, hospitds maintain bed capacity at levels far beyond demand and need, with resultant
low occupancy levels. Likewise, primay care is often of low qudity, continuity of care is
undermined as patients are often seen by different doctors during successive vists. Qudity of care
is further wesakened by poor laboratory services, with facilities often lacking diagnogtic kits and
functioning with outdated equipment, and suffering chronic shortages of drugs and supplies. Most
of the hospitas vigted by the assessment team had only intermittent eectricity and water supply,
many were in poor physca condition for lack of maintenance budgets, and very few had a hedting
system to make the conditions for patients more comfortable.

At the village leve—especidly in the poorest, most remote and mountainous regions, the basic
primary care fadlities are: district ambulatory centers (DACs), dtaffed by at least one physician, and
feldsher/accusher points (FAPs), dsaffed by the male paramedic feldshers originated under the
Sovigt system, and mid-wives. In theory, the network of rurd village levd services is expected to
address prenatd, ddivery and podt-patum care, immunizations and pediatric care, treatment of
infectious disease (including TB drug trestment), and screening for the common chronic diseases.
In redlity, with the absence of doctors in many village faclities, midwives and fedshers have, of
necessity, assumed broader responshilities  For example, in many of the didricts vidted by the
team, 50% or more of deliveries are a home—even higher in remote areas, and midwives attend the
deliveries. In remote settings, access to the OB/GYN is limited. The midwife thus has to provide
prenatd, ddivery, and newborn care with minimd resources and without officidly recognized
authority.

On the other hand, because of the lack of appropriate providers or care in many villages, patients
frequently choose to bypass this first level by going directly to hospitas or dlinics in didrict towns.
But for the poorest in the population, especidly in rurd areas, basc primary care services may not
only be too digant, but may aso be beyond ther financid reach due to unofficid payments (there is
no provison in MOH regulations for exempting charges for the poor). Many of the basic primary
hedlth services are designated as free by law, but because of the severe under-financing of the MOH
hedth gpparatus, a system of forma and informa payments has emerged to generate more revenues
for MOH facilities and to informaly supplement the income of the underpad hedth providers.
This, in turn, has greatly increased out-of-pocket costs to patients, especially when a hedth problem
normaly requires multiple provider contacts in a non-integrated system, further increesing barriers
to service access.

Didrict hedth officds explaned tha it is difficult to atract doctors to work in rurd village
hospitals because of the low pay (doctors receive officid monthly sdaries in the $25 - $35 range,
well below average nationd wage), isolation, lack of adequate facilities, and better opportunities in
the towns. The mgority of the medicd providers did not receive any pod-service professond
training and therefore are not aoreast of recent technical developments in he medicd fidd. There is
little incentive for young medical professonds to return to and establish medicd practice in ther

PHC Assessment, USAID Azerbaijan, January 2005 13



home villages. Didrict Chief Doctors reported a shortage of pediatricians and OB/GYNSs in the
rura aress.

Maternal Health

Azerbajan has experienced a five-fold increese in maternd mortdity since 1991 (USAID/CDC
RHS, 2001). Maternd mortdity rates dso vary greatly due to poor and incondgtent reporting. The
most recent UNICEF Survey esimated the materna mortdity at 79 per 100,000 live births (MICS
2000). The leading cause of maternd mortdity is hemorrhage, complicated by a growing
percentage of births a home not managed by a <killed atendant. Poor birth outcomes are
widespread — on average, 21 per 1000 reported births were dillbirths (in part related to the
continued use of the nonWHO ddfinition of dillbirth). Clearly, maternal hedth services need a
targeted focus, paticulaly in aeas such as third sage management of delivery, obgetric
emergencies, and emergency transport schemes.

According to the RHS, the totd induced abortion rate is 3.2 per woman, one of the highest in
Eastern Europe and FSU countries.  The RHS estimates there are 1.5 abortions for every birth each
year. Abortions conditute an important source of income for Ob/Gyns, and possibly midwives, and
this may cregie resgance to promoting family planning. Although most women report knowing
some family planning methods, only about 12 percent use modern methods, the lowest in the E&E
region (55% use some family planning method). There is a high rate of unwanted pregnancies, with
57 percent of women reporting their last pregnancy as unintended. The totd fertility rate is 2.1,
with the population expected to sabilize a 9.5 million in 2025.

Approximatdy 66% of pregnant women attend antenatd clinics but this level appears to be
dedining.  According to the RHS, prenatd care is sub-gandard, with 81% of women having
received inadequate prenatd care in the five years prior the survey (Kotechuk index). Offidd data
indicate that 84% of ddiveries are conducted by a skilled provider. However, the RHS aso found
that 26% of women delivered at home and in areas that the team visited, this proportion has reached
as much as 50%, limiting access to skilled delivery atendants. Later studies demongtrate that 25%
of women had no prenata care vidts, and the proportion of rurd infants born a home increased
from 37% in 1997 to 44% in 1999 (RHS, 2001). On the other hand, dfidd MOH datistics date
the proportion of women who ddivered at tome increased only from 2.3% to 8.6% of total labors
“observed through M OH egtablishments’ (MOH and SC 2001).

Health of Children

The reported infant mortality rate in 1993 was 28 per 1000 live births, and recent estimates are
between 70 and 80 per 1000 (again, the disparity between officid datigtics and survey data). The
infant mortaity rate measured by the RHS is 80.8 per 1000 live births (with 38.1 neonatd, and 42.7
post-neonata  mortdity, respectively), which is higher than in most of the former Soviet Union
countries. The child-under-five mortdity rate is 922 per 1000 live births. Officid infant mortdity
datistics (25.8 per 1000 births, MOH 2001) are affected by such problems as non-regidration of
births of infants who die shortly after birth, as wedl as misclassfication of neonata desths and
dillbirths (RHS, 2001). The leading causes of death in children are acute lower respiratory
infections (pneumonia), diarrhea, and neonatal conditions.
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High levds of anemia (40% among women according to the RHS) and other micronutrient
deficiencies dso creste complications (anemia among both women and children reportedly as high
as 50% in certain regions). The rate of anemia among children aged 12- 59 months is 31.8%. The
prevaence of iodine deficiency is high a 50 to 60%, and vitamin A deficiency was found in over
80% of children.  The RHS dso reports 13% for the overal prevdence of chronic manutrition
(stunting, or low height for age) and 2.4% for acute manutrition (low weight for age, or wasting).
The UNICEF MICS reports immunization coverage above the 85%. In 2004, the government of
Azerbaijan assumed responshility for procurement of dl childhood vaccines except Hepatitis B and
MMR?.  Immunization services appeared to be avalable a the hedth fadlities even in the remote
villages however maintenance of the cold chain, timdines of vaccine administration and vaccine
quality are often problematic.

Integrated management of childhood illness (IMCI) is new in Azerbajan. The Mercy Corps child
survivd project and AHAP patners were able to initiste some activities in child surviva, induding
implementation one full 11-day IMCI training course for hedth professonds in the southern
region. Other partners, such as Internationd Medica Corps IMC) and Save the Children, have dso
utilized some IMCI modules in their respective projects, but with limited scope and uncertain
sugtainability. IMCI has been a key part of the hedth reform project under UNICEF/World Bank,
dthough this component is ill in its ealy dages The MOH IMCI coordinator expressed an
interest in expanding IMCI traning on a wider scde.  The community and household components
of the wider applications of IMCI, which will incorporate key behaviors in hedth br caregivers and
family members has not yet begun. This too, might be an area within with USAID might dso find
support from the MOH, as the curricula has dready been adapted to Azerbaijan and trandated from
Russan into Azeri. Severd AHAP patners ae wel podtioned to potentidly teke on the
community-based aspects of IMCI to promote behavior change (e.g. 16 key family behaviors).

I nfectious Diseases

With an estimated 1,400 HIV+ cases (based on UNAIDS projections), HIV/AIDS has not yet made
a degp impact upon the population of Azerbajan. The officid number of HIV/AIDS cases reported
is ~700, with admogt one-hdf attributed to injecting drug use. Sexudly transmitted diseases, such
as gyphilis, have dso increased over the past decade. Low leveds of knowledge about sexudly
trangmitted infections (STls) and HIV/AIDS, digma, discrimingtion and denid by government
officdds limited teding faciliies, as wdl a an increese in commercid sex workers, drug
trafficking, and mobility of young men to seek jobs are factors that may further aggravate the
dtuation. Many medicd professonds percave HIV/AIDS as a ‘Western' disease that is not a
serious threat to Azerbaijan.  The introduction of HIV in Azerbajan is often linked to migratory
workers who travel to Russig, and to foreigners.

There are now tweve HIV/AIDS regiond testing centers throughout the country. However testing
procedures do not seem to dlow for anonymity and confidentidity, and the high-risk population
groups are being neglected. Teding is gill done by blood/lab andysis, but use of rapid, modern,
and confidentid means is not anticipated. A recent successful MOH application to the Globa Fund
for AIDS, Tuberculoss and Mdaria ($6.5 million) will dlow the Minidry to establish voluntary
counsding and testing stes (VCT) and conduct other activities, starting in 2005 through initid use
of exising 27 UNFPA supported RH/FP centers, as wdl as expected new facilitiess Universad

2 Measles, Mumps, Rubella(MMR)
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tesing, counsding, and education are planned, including testing of pregnant women. Prevention of
mother to child tranamisson (PMTCT) activities are dso being plahned, but potentid trestment
regimens for HIV+ mothers have not been clarified.

Azerbajan has one of the highest tuberculogs rates in the WHO European region, with an annud
estimated incidence of 74 cases per 100,000 population (WHO, 2004). With this incressng TB
incidence, the MOH has recaived funding from the German Development Agency (GTZ), which
has supported the GOAZ’'s nationa program of directly observed treatment — short course (DOTS).
GTZ funding has increased public access to firg-line TB drugs, improved lab equipment, provided
traning, and some rehabilitation of TB dispensaries (in tandem with the Japanese Development
Agency). However, the assessment team was able to identify a number of gaps within the TB
drategy and sarvices tha might benefit from further inputs. Although the DOTS drategy is used, in
principle, including free access to TB treatment drugs, consumption of daly drug doses are not
observed beyond the centra clinics. Nor is it likely the contacts of TB pdients are tested for
infection. As TB drugs are only dispensed by TB specidist who are located in cities and rayon
centers, TB patients resding in wral aeas have less access to drugs and support that would ensure
patient completion of the 6 month drug regimen TB patients outsde of urban areas where TB
facilities are located are more likely to go undiagnosed, or if started on drug treatment, are likely to
not return for the full course of treetment. Currently, only TB doctors are authorized to dispense TB
drugs and to provide screening/testing, dthough rurd FAPs and DACs could be effectivey utilized
in the DOTS effort with training, outreach, TB education, and contact follow up.

According to WHO, 80 percent of Azerbajan is consdered a mdaia-endemic zone. However,
comprehengve contral efforts limited the incidence in 2002 to 506 cases with dmost no mortality.

Non-Communicable and Chronic Diseases

The leading causes of morbidity in adults in Azerbajan are cardiovascular disease, diabetes, injuries
and cancers. A portion of the chronic disease burden is rdated to sedentary life styles, obesty, and
cigarette and acohol consumption.  Among men, the incidence of cancer is highest for trached,
bronchid, lung, and stomach cancers. In women, the incidence is highest for breast, cervicd, and
uterine cancers. Less than 30% of women of childbearing age (RHS) have ever heard dout breast
sf examination techniques, and only 10% have ever done sdf-examination. Furthermore, only 1%
of sexudly experienced women had received a cervica cancer screening (Pap test) within the past
three years. According to the WHO 2003 World Development Report, the life expectancy is 65.8
years, 63 for maes and 68.6 for femades. However, the nearly sx year lower life expectancy for
maes indicates serious issues rdlaed to men's lifestyles, their burden of chronic disease, and the
qudlity of their hedlth care.

Reproductive health and Family Planning

Reproductive hedth services have improved somewhat over the past decade, largely due to the
efforts of UNFPA and AHAP patners through the provison of traning and supplies and
edablishment of FP centers.  However, abortion remains the principle method of contralling
fertility, with a tota induced abortion rate of 3.2%, the second highest in the world among the
countries for which RHS dda is avalable. The RH Survey estimates 1.5 abortions for every birth

3 Number of abortions per woman per lifetime
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annudly.  Among maried Azeri women, 57 % of women interviewed daed that their last
pregnancy was unintended (RHS 2001), and tree fourths of sexudly active women in one sample
survey verbdly reported at least one lifetime induced abortion (Relief Internationd, 2001).

While the contraceptive prevdence rate (CPR) for al methods of contraception, including natura
and traditiond methods, has risen consderably over the past decade from 32% to 55%, the totd
fertility rate has decreased steadily, from 5.5 in 1960 to below replacement level now (2.1). Use of
modern methods of contraception is the lowest (12%) among former Soviet republics with survey
data. However, most women reported knowing some FP methods. Nealy hdf of the 12% of
modern method users uilizz an IUD* (RHS, 2001). Contraceptive use is considerably higher
among urban women than rurd women Reatively easy access to abortion has, and continues to
play, a lage role in reproductive behaviors and outcomes. Two-thirds of women reported
symptoms suggestive of sexudly transmitted infections (ST1). Improved access to modern forms of
contraception, provided in tandem with smple and cregtive media and education a dl levels will
decrease this predominant use of abortion. Easy access to low-cost abortion, in tandem with
provider incentives, contributes to the low demand and use of modern contraception.

The ACQUIRE Project: A newly sgned, $8 million, five-year agreement with Engender Hedth
will support a variety of reproductive hedth and family planing (RH/FP) activities, in cooperation
with the GOAZ. This program will build upon important ealy deps teken through AHAP
consortium partner's and UNFPA, in reproductive hedth, through a wide aray of activities
incuding the introduction of traning in pod-abortion care and counsding for GOAZ hedth
professonals. This RH/FP program ams to reduce abortion rates by increasing information, and
improving access and use of affordable, high qudity, and varied modern contraceptive methods,
while dso providing support to both community and hedth professonds. USAID will utilize this
initigtive to broaden the reproductive hedth didogue with the MOH, and include other NGO
partners, communities, and new inditutions, such as the MOH Nationd Reproductive Hedth
Office.  In addition, ACQUIRE will examine options for expanding avalability of RH/FP
information and sarvices through the private sector, including generd pharmacists, policy makers,
and medical leaders through education in contraceptive technology and security, as wdl as socid
marketing. It will support RH/FP curriculum development and genera public educetion, as well as
community-based activities usng cod-recovery mechaniams. With the Misson's RH/FP project
implemented by ACQUIRE now underway, reproductive hedth, and family planning in particular,
will be given focused attention. Program details will be refined following the basdline assessment.

UNFPA has supported the establishment of 27 GOAZ didrict levd RH/FP centers to improve
women's hedth and provide family planning. UNFPA dso supports family life education in
secondary schools, and selected materna hedth activities. These RH/FP centers are of high quality
— uadly wdl socked with contraceptives (condoms, ord contraceptives, 1UDs, and Depo
Provera). The GOAZ daff have been given training, supplies and equipment. These centers
conduct education and FP counsdling services, but dso provide first trimester abortions (vacuum
aspiration, caled “mini-abortion”, conducted up to the 8" week of gestation). As USAID does not
upport any activities towards promotion of abortion, USAID support will provide education and
training on use of modern methods of contraception, and application of post-abortion counsding as
a means to prevent unwanted pregnancy. The RH/FP centers are providing a much needed service,

41UD - Intra-Uterine Device
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and client response has been dtrong; however, it is unclear as to whether UNFPA will continue its
programs in Azerbajan, and the team was unable to meet with any representative from UNFPA.

Quality of Care and Medical Education

Capacity building for hedth care professonds, community leaders, peer educators and many others
has dready been undertaken by USAID partners in a wide array of subjects, including FP/RH, safe
motherhood, HIV/AIDS, hedthy living, CDD and ARI in infants. However, application of this
traning locdly is ill limited.  Although equipment and fadlity renovation inputs have been
provided in a variely of hedth ddivery Stes, many providers who have been trained return to a
work environment with little support to develop practica skills; nor has there been sufficient on dte
monitoring and supervison to ensure basic skills have been incorporated into daly work routines.
Follow on training is essentid for the first groups of master trainers (AHAP project), & well as for
additional dtaff in regions not yet covered. Further, key stakeholders at many levels have not yet
had opportunities to participate in traning or learn key messages needed to foster long term,
concrete results.  Specific traning in patient counsdling, management, and primary hedth care is
also needed.

Pre-sarvice education and training for physcians includes sx years of medicd educaion followed
by one year of resdency. The Minidry of Hedth is consdering introduction of a 12-year education
process for physdans that is gmilar to the Western model. The ratio of physicians per 1000
population is higher than in the countries of the European region. The WHO Regiond Office for
Europe reports 359 active physicians/1000 population, 0.26 active dentists/1000 population, and
0.26 active pharmacists/1000 population in 2001. Mid-levd medica personne (nurses, midwives
and feldshers) go through a two year pre-sarvice training in the nursing schools located in Baku,
Sumgait, Ganja, Sheki, Lenkoran, Nahichevan and Mingechevir. According to the WHO Regiond
Office for Europe, there was 1/1000 population in 2002, which represents a dight decline over the
past twenty years.”

In-Service Education:  Origindly, continuing medical education (CME) for hedth providers was
conducted in the Soviet Union at the post-graduate school for physicians and nurses.  Supporting in-
sarvice medicd education for physcians and mid-leve hedth professonds represents one of the
mgor chalenges tha the hedth system is facing in the podt-Soviet era due to scarce resources
avalable for refresher training. Teaching curricula for medicad and nursing schools have not been
updated since the end of the Soviet Union. There is clearly a need for systematic and regular
traning of dl levds of hedth professonds and hedth managers tha will advance ther familiarity
with latest treatment protocols and approaches, health management, and hedth information systems.

Family Medicine Traning in Family Medicine is currently provided through a three month course
a the Post-Graduate Training Inditute, but this has not yet undergone peer review and may require
revison. The Depatment of Family Medicine was crested from the former Depatment of
Polydinics (within the undergraduate medica education system). The MOH has recently gpproved
this Family Medicine curriculum.  In addition, a number of doctors were traned usng the Family
Medicine curriculum at the pilot Stes of the WB/UNICEF project. However, the organizationd and
policy structure that will support practicing family medicine are not yet in place.

® Health Carein Transition, Azerbaijan 2004
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Health Care Financing

GOAZ budgets for the hedth sector have declined sharply since independence, with only 0.9% of
GDP currently adlocated for hedth as opposed to over 5% of GDP in the years just before
independence.  This is clearly one of the mgor reasons for the decline in coverage and qudity of
hedth services  Following a recent GOAZ policy change, responsbility for hedth budget
disbursements was dso split between the Minidry of Hedth and the Minisry of Finance. As
outlined in Fgure 2, the MOH disburses the budgets for the national (republican) and didtrict
hospitds, research indtitutes and Senitary Epidemiologicd Stations (SES). The Ministry of Finance
dishurses hedth funds directly to city and didrict Executive Committees for dl city/didrict leve
facilities and services except for the hospitas, the Didrict Executive Committees, in turn, disburse
funds to the locd village Executive Committees who manage the financing of peripherd village
hedth daff and services (the DACs and FAPs). This divided responshility for hedth budget
management often leads to a lack of coordination between the Executive Committees and the hedlth
authorities.

Azerbajan has laws that provide for privatization of hedth care services, yet the government is ill
the predominate provider (only 2% of al hedth care facilities are private). Private hedth care
facilities have been edtablished primarily to provide services to employees of the oil companies
Lavs adso exist that creste opportunities for various types of insurance, yet mandatory hedth
insurance does not exist thus far.  Voluntary hedth insurance is very codly and is used by only
0.1% of the population. Some INGOs have established community-based hedth insurance schemes
or revolving drug funds in sdected communities. However, there do not appear to be mechanisms
to inditutiondize or to sustain these beyond the lifetime of the INGO projects.

Smilar to conditions under the Soviet sysem, hedth budgets are 4ill generdly dominated by
hospita  financing, with primary hedth care continuing to be a low budget priority. During Ste
vidgts the team found DACs and FAPs genedly lacking supplies and emergency medications,
whereas hospitds and polyclinics were better off. Based on team observations, hedth care facilities
supported by INGO inputs were improved; they often had been refurbished and stocked with some
new equipment and supplies. The FP/RH Centers in the didricts supported by UNFPA were either
new or recently renovated buildings, had new equipment, and were better stocked with supplies and
contraceptives.

The World Bank Project Appraisd Document for a Hedth Reform Project in Azerbaijan (2001)
reported that “A new law on ‘Health Protection of the Population’ was passed in 1997. In 1998, a
Hedth Reform Commisson was established by Presdentid Decree to develop a reform drategy,
and in 1999, a document entitled ‘Genera Concept of Hedth Care Reorientation; was produced.
Some of the characterigtics envisoned for the new system are planned to be: (i) the rationd use of
the hedth ddivery network, funding mechanisms, staff and other resources; (ii) the establishment of
a new legd base for the system; (iii) primary care as a priority; (iv) reform of the sanitary-
epidemiologicd services, (v) trandtion to principles of insurance (vi) the development of fee-for-
savice (vii) reform of the pharmaceutical sector; (viii) privatizetion of public hedth services, (ix)
the accreditation, certification and licenang of medica esablishments, personnd, medicines and
foodguffs, (x) the reform of medicd education; (xi) the reform of medica science; and (xii) the
reform of the hedth information sysem.” However, mos of the initiatives outlined in the Decree
are dill in early stages or have not begun, though they provide a broad framework for health reform.
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Figure 2°: Budget Flow Managed by the MOH and MOF
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Cooperation with MOH

Severd of the initid medings of the team withkey MOH offidds were indructive about their view
of cooperation and collaborative relationships, based on how they described their priorities and ther
experiences with other projects. Several of the MOH offidds described their concerns with some
aspects of the World Bank Hedth Reform Project, implemented in partnership with UNICEF.
Later, the team adso heard many podtive indghts from didrict hedth leaders during the fidd vigts
regarding this WB project, particularly regarding important renovations, training, and links to the
communities. AHAP and AIHA have both had success working with the MOH at the didtrict and
community leve.

A Hedth Advisory Group has been recently established by the USAID Mission in Baku as part of
early deps to broaden didogue and cooperation with the MOH. The initid advisory meeting was
met with enthusasm and will be a regular forum for discusson, disssmination, and policy reform
It could also be used to present the emerging parts of the new hedth program, introduce the RH/FP
component, and discuss plans for the next family hedth/PHC/hedth reform component.  Similarly,
as the components of USAID’s program move into implementation and focus didricts are

8 |nformation from Field Visits

PHC Assessment, USAID Azerbaijan, January 2005 20



identified, the Misson might organize joint meetings of didrict hedth leaders to paticipate in the
planning process and lay the groundwork for implementation.

Within the MOH, the Depatment of Internationd Relations is responsible for overseeing INGO,
NGO, UN, and other donor agency activities in Azerbajan. The department staff look forward to
further collaboration with the USAID Misson and building upon early program efforts in a more
conaultative fashion

Further, the National Reproductive Hedth Office (NHRO), organized within the MOH, and
developed with UNFPA support, brings promise for further collaboration and coordination in the
arena of reproductive and maternal hedth.  There exists a RH/FP Technicd Working Group —
which is an amadgam of RH/FP professonds and stakeholders a the centrd level. This too, is in
the early stages and would benefit from further recognition and participation.

In early December, 2004 Nationd Conference on Hedth Reform was hdd, atended by high leve
Minidry officas and a broad array of stakeholders.

Also, within the minidry is ancther individual who has been designated as the IMCI Coordinator
and has been tasked with coordinating advancements in IMCI introduction, dill a an early stage.
The Family Medicine coordinator has taken important early steps (with supports through the AIHA
partnership) toward the promotion and development of FM education within the medicd inditution;
continued dialogue and supports to her and her team in terms of policy reform are criticd.

Health Promotion, Communications and Behavior Change

In the tradition of Soviet hedth care sysem, the MOH gives inadequate emphasis to educating the
populace and clients both on hedth risks, appropriate behaviors to prevent illness and promote
hedth, nor does it encourage or equip individuds, families and communities to take respongbility
for its own hedth. The current approach is to encourage clients to seek care and leave dl decisons
to the hedth care provider. Moreover, there is no unit within the MOH that develops and manages
hedth communications, education and promation, leaving the various technicd units to utilize
outdated pre-independence materids. UNICEF and INGOS have supported production of posters
and other updated educationd materids particularly focused on maternd and child hedth, which
were evident in many facilities the team visited.

Accurate, dient-oriented information and communication is basc to promotion of hedthy
behaviors, as wel as beng an important dement in building community capability and initiative.  In
the ACQUIRE proposa for implementing the new reproductive hedth/family planning program
component of the Misson's hedth drategy, one of the key patners, Meridian Internationd, will
support development of cregtive communications, advertisng and socid marketing to promote and
drengthen knowledge and demand for reproductive hedth/family planning and will work on
developing socid and commercid marketing gpproaches to increase avalability of information and
contraceptive supplies.  Likewise, ACQUIRE will hire a Behavior Change Communications (BCC)
Specidig to work intensively with the community education/promotion component.

Follow-on health surveys
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A second Reproductive Hedth Survey (RHS) has been proposed to follow on from the one done in
2001. The esults of the 2001 survey have been a rich, vauable source of data for assessing the
demographic and hedth dtudion in an environment where available vitd and service datistics may
be incomplete or not represent accurately the current country hedth pofile. Coupled with the child
hedth data generated by the 2000 UNICEF-sponsored Multiple Indicators Cluster Survey (MICS),
there is a subdantidly detaled epidemiologicd and hedth behavior profile that amplifies the
datistics provided by the MOH. However, from the team’'s discussons and review of limited data
provided by didrict officids, it appears that some hedth indicators have been changing in the past
four or five years. There have adso been a vaiety of hedth intervention programs whose hedth
impact needs to be assessed. And, as USAID begins a new five-year hedth drategy, a new survey
would provide a set of basdline benchmarks against which future progress can be measured.

Both the RH/FP and Family Hedth/PHC/Hedlth Reform componerts of the new USAID program
will become operationa before the end of 2005. It would be advisable to begin preparaion for the
follon-on survey early in 2005 and initiate field data gathering in early 2006. This would probably
make tabular data available by mid-2006 and a full report by the end of the year.

The assessment team aso learned that UNICEF is planning to implement a follow-up MICS in June
2005 to coincide with the dartup of ther new five-year Country Plan. UNICEF &aff invited
USAID to participate in the planning of ther survey, and USAID likewise invited UNICEF to
participate in the development of Misson planning of the follon-on hedth survey scheduled for the
early 2006. Both USAID and UNICEF agree that broad participation and support for the surveys—
induding the GOAZ— is important to build complementarity and avoid duplication, and, more
critical, to ensure creation of a sense of ownership in the MOH, essentid in cregting an environment
of mutua trust and credibility to foster collaboration and change.

USAID, Other Donors, and Linkages

The World Bank Hedth Reform Project ($5 million, ending 2005), implemented by UNICEF in
cooperation with the MOH, has attempted to reform PHC sarvices in five pilot didricts  Training
and other ativities have been implemented over a period of four years. This program was designed
to lay the groundwork for larger scde hedth care reforms in Azerbaijan. The World Bank is now
conducting a phamaceuticd sudy meant to expedite an essentid drug liss and a household
expenditure survey which will provide important data for future hedth reform initiatives with both
the MOH and the MOF.

The UNICEF-supported program ams to reduce infant, child, and maternd mortdity rates by
supporting  immunization  efforts, hedth worker training usng the integraled management of
childhood illness approach (IMCI), safe motherhood, breastfeeding promotion, and other standard
UNICEF hedlth initiatives for women and children.  WHO, in collaboration with the World Bank, is
working with the MOH to develop a new Hedth Strategy Paper. UNICEF, under new, energetic
leadership, has drafted its new Five Year Country Plan scheduled to begin in 2005.  This plan will
likdy focus on: child hedth and nutrition, rights of the child, policy reform, and community
development.

The Azerbajan International Oil Consortium (AIOC) is a consortium of 11 companies developing

offshore ailfidlds in the Azerbaijan section of the Caspian Sea. The Baku — Thilis — Ceyhan
(BTC) Community Investment Program (CIP) under the auspices of AIOC implements community
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mobilization and hedth programs aong the BTC pipeline route on the modd developed by USAID-
funded programs. These programs are implemented by severd INGOs, including Internationd
Medical Corps (MC), Save the Children, and the International Rescue Committee (IRC). AHAP
partners indicated that these companies have expressed interest in supporting hedlth activities.

Other donors include the Asan Development Bank, which has ajoint project with for sat iodization
and flour fortification, and as mentioned previoudy, the German Cooperdtion Agency (GT2Z)
provides targeted support for TB DOTS programs throughout the country. The Japanese
International Cooperation Agency (JCA) has aso been supporting rehabilitation of severd
centers’hospitas throughout AZ.  Also, the Minigry of Hedth is expecting an award of $6.5 million
from the Globa Fund for HIV/AIDS, and a further gpplication to the Globa Fund will be submitted
by the M OH next year to support maariaand TB.

OPPORTUNITIESFOR USAID IN THE HEALTH SECTOR
The following section outlines potentid avenues that USAID might condder for working in the
hedth sector in Azerbaijan. These recommendations are listed according to the results framework

that is part of the Missons current hedth strategy.

Strategic Objective 3.4 — Increase Use of Social and Health Services and Changed Behavior
Inter mediate Result 3.4.2- Improved Primary Health Care Services

Threesub-IRsarecritical tothe successof IR 3.4.2:

Sub-IR 3.4.2.1: Increased Availability of Priority PHC Services, Especially Child and
Reproductive Health.

The suggestions proposed by the team focus primarily on non-Reproductive Hedth/Family
Planning activiies—except where a new need may exis—as the Engender/ACQUIRE program
currently sarting up comprehensvely addresses most aspects of RH/FP that the Misson has
defined. Consequently, the team’s suggestions focus on child and maternd hedth (some overlap
with reproductive hedlth), infectious diseases, and the key area of hedth reform. The impact of this
result is directed at providing integrated primary health care services to population.

Recommendations. 3.4.2.1 —Increased Availability of Priority Primary Health Care Service

Work at the policy levedl to better define and strengthen PHC in Azerbajan.  This definition
should address integrated outpatient services that can meet the basic hedth care needs of Al
family members a the community levd. This mog likdy would incude strengthening the
DACs and FAPs in the rurd aess, as well as integrating services currently located in the
polydinicsin the central didtricts, towns and cities.

Strengthen capacity a nationd and didrict levd decison mekers to better utilize daa for
planning, decison making, and monitoring results.

Didogue with both MOF and MOH to support and encourage policy changes that alow for
more rationa budget alocations for health, and especidly for primary hedth care.
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Undergraduate and Pogt-graduate training in family medicine and/or integrated PHC need to be
srengthened and supported.  Although there is a three-month post graduate course in family
medicine, the curriculum needs to be reviewed and upgraded. Additionally, Family Medicine,
as a specidty, should be recognized by the MOH with development of a curriculum for the
undergraduate levd.

USAID’s hedth program team should create concrete programmatic linkages to specific MOH
counterparts, including Nationa Reproductive Hedth Office (NRHO), the National Coordinator
for Family Medicine, the IMClI Nationd Coordinator, and the MOH Internationd Reations
Department.

USAID organized the MOH Advisory Group, designed to open didogue on key topics of
mutud interest. It is important that this process continue, as it permits USAID to hear the
priorities, concerns and directions of many of the departments within the MOH. It aso creates a
forum for idea exchange between USAID and many of the leaders within the M OH.

Currently family planning services can only be provided by a gynecologist, who is normdly
located in didtrict centers and cities, making it difficult for someone living in rurd aress to get a
prescription for contraceptives. There is a need for a policy change that would make family
planning sarvices available in the rurd communities an issue as pat of the current ACQUIRE
scope of work.

Under DOTS, TB drugs can only be dispensed by TB specidigts, who are only located in
digrict centers and cities, making it dmost impossble for the drug thergpy to be directly
observed. There is a need for a change in policy that would dlow the dispensng of drugs
following initid treatment and prescription to be done by hedth care providers who work/reside
in the same community asthe TB patient.

USAID should seek opportunities to enhance HIV sarvice activities and prevention, targeting
risk high populations, as possble, including PMTCT, such as VCT dtes and other related
supports.

USAID’s program should support expanding avalability of priority hedth services by
improving provider capacity, drengthening antenatal care, <killed ddivery, introducing best
practices such as active management of third stage labor (AMTSL), basic practices for care of
and protection of the newborn, and in recognizing, tresting, and referring the most common
childhood killers, diarhea and acute respiratory infections. The new, more effective ORS
formulation, now promoted by WHO/UNICEF dong with inexpensve zinc tablets for diarrhea,
could be easily added to the hedlth providers technica update.

Sub-IR 3.4.2.2: People Better Informed About PHC Services, Healthy L ifestyles and Personal
Responsibilities.

A range of awaeness-rasng gpproaches will be gpplied to obtan the results of this sub-IR,
induding use of the media, counsding, community activities and association development. Parents,
families, and individuds need information to improve ther hedth and the wdl-beng of ther
families  USAID will bring about this key intermediate result by supporting an information
program that will include potentid clients, service providers, and stekeholders and ensuring that
citizens are equipped to make responsible decisons that affect their hedth satus.

Recommendations. 3.4.2.2 — People Better Informed about PHC Services, Healthy Lifestyles
and Per sonal Responsibilities
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There is a need for a more nationd agpproach to hedth communication and promotion.
Currently there is no one depatment within the MOH responsble for hedth promotion.
There is a need to support the MOH to create a coordination mechanism responsible for
hedth promotion/education.  Following this, technical assstance and training on hedth
promotion methods and programming needs to be provided.

Community-based activities should support family participation in ther own hedth care
This should include educating them on what services they should expect from PHC, as wdll
as activitiesmessages on promotion of hedthy lifestyles and prevention and early trestment
of common illnesses.

An  education/communicationshedth  promotion component would smilaly be vey
important when the Misson deveops plans for the content of the forthcoming
hedth/PHC/reform component of its Five Year Strategy. This technicad component should
address severd agpects of communicationghedth promotion linked to building awareness
and achieving behavior change. It should include communications approaches directed a
the family and community leve, but dso should look a the posshility of nationd or sub-
nationa public education campaigns.

The hedth communications/promotion component of the new hedth support program will
need to be closdy coordinated with the ACQUIRE communications component, to pool
thar technicd expertise, and dso with UNICEF, which has extensve experience and
emphags in this aea USAID should work collaboratively with nationa and regiond
governments to build understanding and develop communicetion drategies for campagns
on women's or children’s hedth, HIV/AIDS, and other priority hedth problems. USAID
should dso seek the active participation of the MOH in planning communications
approaches, and consider providing technical support and advocate for creation of a hedth
education/promotior/behavior change unit in the minidry.

Sub-IR 3.4.2.3: Improved Quality of PHC Services, Especially Child and Reproductive
Health.

Results will be achieved through a series of pragmatic, affordable gpproaches to enhancing qudity
of care. The focus will be on improving the deivery sysem for better paient care. Many key
savices for serious hedth issues in Azerbajan are outdated, ineffective and ultimady unattractive

to paients. If the quaity of such services is improved, more people will seek formd trestment
whenill.

Recommendations. 3.4.2.3 — Improved Quality of Primary Health Care Services

Upgrade dlinicd <ills of hedth care providers, especidly related to primary hedth care
issues, utilizing international standards and evidence-based protocols. This can dso include
retraining and/or cross-training PHC providers (doctors, feldshers, midwives and nurses) to
offer basc sarvices to dl members of a family/community, including prenatd care, newborn
cae, family planning, immunizations, pediatric care, firs aid, screening and referrd, follow-
up care & case management for chronic conditions (e.g., hypertenson, diabetes, TB/DOTS),
and patient education.
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Deveop and drengthen the capacity for hedth services management. This would include
usng locd data for loca decison making, as wdl as traning and technica assgtance for
management skills and supportive supervison to renforce practica skills a the point of
sarvice delivery (competency based).

With additiond traning the role of mid-leve providers (nurses, midwives and feldshers)
should alow an expanded range of clinical services and patient education.

Continued support for training to address criticd maternd and child hedth issues. This can
include the rollout of IMClI and Smilar case management drategies, with follow-up
mechanisms to provide supportive supervison.

Before beginning any effort amed a improving the qudity of care, there should be a
complete inventory and review training curricula, dinica protocols and hedth promotion
materias currently available in Azerbaijan

USAID training will foder a dient-oriented approach.

Top Down Bottom Up Health Reform

The new drategy should reflect the trangtion to a more integrated primary hedth care program
supported by top down, bottom up hedth reform. Based on the assessment team's review of
documents, discussons with MOH officids, NGO partners and donor counterparts, visits to a
sected number of fidd dtes and meetings with community members, several mgor areas of
importance have emerged:

Fird, next seps must capitdize on the experiences and lessons learned from ongoing
programs AHAP, WB/UNICEF hedlth reform/PHC, UNFPA RH/FP, and others.

Secondly, the importance of integrating key primary care services and coordinating closely
the technicd support programs for RH/FP and new components of child and maternd hedth
within that PHC framework.

There exists a need for a strong hedth reform technica support component in the USAID’s
new hedth project which works on a policy and program reform agenda a the MOH and
coordinates the implementation of that agenda a the didrict and community levd to
reinforce the package of technicd interventions to srengthen the content, quality and
delivery of hedth services.

The hedth program should begin in sdected didricts which have a demondrated interest
and effective implementation experience in some of the ongoing PHC, RH and hedth
reform programs, building on the successful experiences to demondrate the potentia to the
MOH leadership.

Attention should dso be given to sdected poorer, underserved communities with unequa
access to sarvices, to aso demongrate the importance of maintaining equity in the program.

Top Down, Bottom Up Reform: It seems clear that the proposed improvements and impact
in the content and systems of ddivering primary hedth care can only be achieved in a
udanable fashion with a wide range of dgnificant changes in GOAZ polices financid
systems and alocation mechanisms, and other hedth reforms a the nationa leve, as well as
a the digrict and community levels. These issues concern not only the MOH, but often
involve the criticd role of the Ministry of Finance, as well as the Presdent’ s office.

Critical top down reformsinclude:
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Increasing the proportion of the nationa budget adlocated to hedth, especidly in light of the
increasing revenues from petroleum devel opment.

Rationa dlocation of hedth budgetay resources away from the current dysfunctiond
system based on the number of hospital beds to one based on population and health needs.
This shift is particulaly important for drengthening primary hedth care, as a subdantid
reduction of beds would free up resources to srengthen the role and upgrade the sKills of
key hedth providers in the peripherd facilities, which is criticd to meking more codt-
effective services available closer to the families and more accessible to poorer clients.

Modified definition of primay hedth care to emphasze integrated provison of basc
sarvices, expanded preventive services and hedth education/promotion, and upgrading
technicd and managerid <kills of the midwives, fedshers and doctors who daff the
periphera village hospitds/dinics, fddsher and midwifery posts (DACs and FAPs) who are
the closest (and often the only) source of care in the community.

To further reinforce the integration and improvement of primary hedth care will require
improvement and inditutiondization of the curricllum and traning for family medicine
physicians, building on the initiatives that have begun in alimited way.

Changes in technicad/programmatic policies reating to who is authorized to provide services
and drugs, such ord pills redricted to prescription only by ob/gyns, TB drugs only by
phydcians and the generd limitation of many services to hospitds and physcians that
could be more efficiently shared and decentraized to nonrmedica providers, paticularly at
the periphera hedth fadilities outsde of district or town aress.

| ssues/actions critical to bottom-up reform are:

Improving the technical capacity of hedth providers a the community leve, bringing the full
range of basc primary hedth care sarvices, incduding prevention and promotion, close to the
families and communities. The MOH needs to give more emphass to the declining access to
care for both urban and rura poor and people in remote aress.

The Misson should draw on the wide range of successful experiences of the INGOs and
other donors in building community involvement, knowledge and organization to better
underdand and take more responsbility for their own hedth needs, but dso in gimulaing
advocacy and action to make hedth services more responsve and accessble. Look a the
feagbility of more sustainable community hedth funds.

Where possble, involve experienced NGOs in the process of identifying successful modds
of community involvement and actions that have potentid for long term sudtainability. The
Misson should consder including NGO patners in its plan for implementing the Primary
Hedlth Care/Hedlth Reform project.

Because of the criticd importance of a wide range of policy reforms, hedth sysem changes, and
financing reforms in the achievement and sustainability of the IRs, and given the Misson's
expanding didogue with the GOAZ, the team suggests that the Misson consder an additional
cross-cutting IR:

Increased achievement of policy reform milestones that support and sustain health
care and health statusimprovements.
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Admittedly, policy reform and action is the most chdlenging area for the Misson drategy, and
substantial hedlth progress can be achieved even as the pace of reform is dow. But a specific IR
gives prominent recognition to reform as a criticd dement in the Srategy in the coming five years.
Specific indicators and activities that are concrete and redigtic need to be vetted in the Misson, but
some areas are discussed in the previous section on “ Top-down, bottom up Reform”.

Most of the national level policy issues are extremely challenging, but there is strong interest and
commitment among key donors such as the World Bank, UNICEF, as wel as the INGOs to
continue lobbying and supporting technica efforts and didogue that can fadilitaie hedth reform, in
face of consderable resstance. There has clearly been some progress on severd of the policy
fronts. A number of hedth reform initistives are under way, including, in paticular, the World
Bank/UNICEF hedth reform project, which ends in 2005, but which may be continued under
follow-on projects, and may present USAID opportunities to collaborate and draw on its experience
in other countries of the region. Other potentid influences for reform were noted to the team,
induding the GOAZ dedre to qudify for Millennium Chalenge funding and the pressure to meet
the Millennium Development Godsin hedth.

PHC Assessment, USAID Azerbaijan, January 2005 28



ANNEX 1. Meetings Conducted by the Assessment Team

Evelyn Landry, Engender Health, Regiona Director,
Asia/Near East

Adam Sirois, International Medical Corps, Regional
Director

Asif Ahmadov, Health Program Officer, ADRA

Gulshan Akhundova, Team Leader, IRD

Shamil Kalyayev, Country Representative, IRD

Sue Leonard, Program Director, Mercy Corps

Saida Ismaylova, Team Leader RH/FP, Save the
Children

Mehriban Mammadova, Senior Training Coordinator,
Save the Children

Hanaa Singer, UNICEF Representative

LiliaTurcan, UNICEF Project Director

Gillian Wilcox, UNICEF, Program Coordinator

Shafag Rahimova, UNICEF, EPI

Farman Abdullayev, WHO Liaison Officer Azerbaijan
Jeyhoun Mamedov, Program Coordinator AIHA

Nata Avaliani, Regional Director AIHA

Antonio Lim, Operations Officer, the World Bank

Elvira Anadolu, Operations Officer, the World Bank
Azer Ahmedoglu Maharramov, Director, Health
Reform Project (MOH/WB)

Alexander Umnyashkin, International Relations Head,
Ministry of Health

Oktay Akhundov, Director, Dept. of HIS, Ministry of
Health

Qalib Aliyev, National AIDS Coordinator, Ministry of
Health

Hasrat Huseynov, Chief of Ganja Health Department
(MOH)

Issaat  Shamkholova, Director/Coordinator;  Nat'l
RH/FP Center Institute; NHRO Director

Svetlana Mamedova, National TB Coordinator,
Institute of Pulmonology

Asif Seyfullayev, IMCI National Coordinator
CorneliaHenning, TB Prevention project manager,

GTZ

Ogtay Gezalov, TB Project Coordinator, GTZ

Enis Baris, Senior Public Health Specialist, Human
Development Unit, ECA, World Bank

Paula Panopoolou, World Bank

Mahir Gasimov, Chief Doctor, Sheki (MOH)

Rudmilla Ayluyuva, UNFPA/FP Center Gazahk

Ahmed Gurbanov, Head Doctor, Gazahk

Nurraddin Ahmedov, Head Doctor, Shamkir

A.l. Kazimov, Director, Center for Hygiene &
Epidemiology

James L. Goggin, USAID Country Coordinator

Valerie Ibaan, USAID, Social Sector Advisor

PHC Assessment, USAID Azerbaijan, January 2005

Fuad Ibragimov, IMC Field Coordinator (team
member)

Ramin Hagjiyev, Genera Manager ITERA (team
member)

Nadir Jafarov, Executive Director, Shafdi Allar LNGO
Tahir Mikayilov, District Head Doctor, Imishli District
Adil Mustafayev, Deputy Head Doctor, Imishli District
Ahad Y usifli, Director of Imishli District Center of
Hygiene and Epidemiology

Dr. Baram Shukurov, Head Doctor of the clinic,

Imishli District

Fehruz Sultanov, District Head Doctor, Y ardimli
District

Mirabulfaz mammadli, District Chief Pediatrician,
Yardimli Digtrict

LeylaMammadova, Gynecologist, Yardimli District
Isakhan Alibeili, Community Health Educator,
Yardimli Ditrict

Aligulu Shiriniv, Head Doctor of DAC, Yardimli
District

Vakil Sharbatov, Head Doctor of Village hospital,
Yardimli District

Gabil Bagishov, Chairman of CHC, Yardimli District
Saadatkhan Aliyev, District Head Doctor, Jalilabad
District

Vaeh Mammadov. Deputy District Head Doctor,
Jalilabad District

ShafigaAliyeva, Director Family Planning Center
(FPC), Jdilabad District

Ibeahim Jafarov, District Head Doctor, Salyan District
Ahmad Rzayev, Deputy District Head Doctor, Salyan
District

Aflatun Tagiyev, Head Doctor of DAC, Salyan District
Farhhad Sahbanov, Head of Health clinic, Salyan
District

Bahram Shahverdiyev, District Head Doctor,
Khachmaz District

Ramiz Srajov, Deputy District Head Doctor,
Khachmaz District

Kamal Agayev, Head Doctor of TB dispensary,
Khachmaz District

Zakir Ismaylov, UNICEF Clinicd facilitator,

Khachmaz District

Kamala Tagiyeva, Director FPC, Khachmaz District
Sirabay Namazov, District Head Doctor, Guba District
Alibala Heybatov, Deputy District Head Doctor, Guba
District

Nadir Hajiyev, District Chief Pediatrician, Guba
District

29



ANNEX 2. MAP OF AZERBAIJAN
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